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Survayor: 28239

DSHS Nursing Horme Compilaint
Intake 10:2805527

Power Qutage

Investigated 11/14/2013

This report is the result of a Fire and Life Safety
complaint survey conducted at Saint Anne
Nursing and Rehahilitation Center, 3540 NE
110th, Seattle, WA by & representative of the
Washington State Fire Marshal's Office. The
purpose of this survey is ta contirm that the
Emergency Power System functioned as planned
and the staff followed emergency protocols.

The following report s the resuit of an
investigation through document revlew and staff
interviews with the Administrator (by telephone
1406-1415).and LPN on 11/14/2013 (1715-1730
in person @ SNF),

On Friday 11/08/2013 at approximately 1800, line
power from Seattle Cty Light was dropped (by
blown breaker at the power substation servicing
tha SNF). The transfer switch for the EPS
attomatically started the generator and switched
the power to the faciiity from line to emergency
power.

Seattle FD checked in with the facility to confirm
that the EPS was working and Seattle City Light
was contacted for updafes. Line power was
re-established around 2000 hours and the facility
power system returnad (o normal,

itis determined that the facility's EPS performed
as deslgned; there were no Injuries assoclated
with this Incldent.
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existing 2000 LSC.
The Surveyor was:

I

Depuly State Fire Marshal
Life Safety Code Inspector
28239

The Surveyor was from:
Washington State Patrol
Fire Protection Bureau
2803 156th Ave SE
Bsitevue, WA, 98007
Telephone: (425) 401-7731
(425) 401-7842

FAX:

28239

The facility is found to be in compliance with the
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